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We publish below a summary of some 
views on the Interim Report of the 
Medical Planaing Commission. It is 
hoped to publish an article in the 
SUPPLEMENT each month on the work of 
the Commission. 


The bodies appointing to the Medical . 


Planning Commission number 11. They 
include the British Medical Association, 
which took the initiative, the Royal 
Colleges and Royal Scottish Corpora- 
tions, the Society of Medical Officers of 
Health, the Medical Women’s Federation, 
the Faculty of Radiologists, and the 
Parliamentary Medical Committee. The 
73 members of the Commission, however, 
have taken part in its work as individuals, 
and the appointing bodies are in no way 
committed to the interim report. 

This fact makes the more interesting 
the observations of the various bodies, 
most of which have now submitted 
memoranda .on the subject. On the 
“Questions for Decision” in the final 
section of the report, which were intended 
to focus attention on major points of 
principle, there is substantial agreement. 


The long debates at the Annual Repre-: 


sentative Meeting of the B.M.A. last 
September and the much shorter debate 
at the Annual Conference of Local 
Medical and Panel Committees in Novem- 
ber gave an indication of the mind of 
‘the general practitioners of the country. 
The Comitia of the Royal College of 
Physicians, the Council of the Royal 
College of Surgeons, and the executives 
of most of the other bodies have made 
in some cases extended commentary, 
especially on the parts of the report 
which deal with hospitals and with con- 
sultants and specialists, and it may be 


said that the plan as set out by the: 


Commission for the co-ordination and 
integration of health services has been 
in broad outline approved. 


Definitions and Basic Principles 


Question 1.—The bread definition of 
the obiects of medical service as set out 
in the first question is approved by all 
the bodies so far replying, except that 
two of them—the Royal College of 
Physicians of London and the Medical 
Women’s Federation—demur the 
phrase “ positive health,” and the Royal 

aculty of Physicians and Surgeons, 
Glasgow, adds a third clause to the 
definition: ‘(c) to enable each individual 
thus provided with an adequate medical 
service to make his or her maximum 
contribution—spiritual, intellectual, and 
physical—to the life and well-being of 
the community.” 

Question 2.—All the bodies approve 
the principle of free choice of doctor and 
patient as an essential feature of any 
future service, although two introduce 
such a qualification as “where prac- 
ticable,” and the Royal College of 


Physicians calls for a limitation of panel 
lists. Some reservation as to free choice 
of consultants is mentioned by the 
Faculty of Radiologists. 

Question 3—Group practice is also 
generally favoured, but the Representa- 
tive Body was anxious that it should 
not involve supervisory control in clinical 
matters, and that the group organization 
should not be imposed upon practitioners 
from the outside. On the other hand, 
the Royal College of Physicians, regard- 
ing group practice as synonymous with 
health centres, is of opinion that such 
centres should be provided by a statutory 
authority. The Royal College of Surgeons 
would restrict health centres to general 
practitioner services, holding that 
specialist services are the province of 
the hospital. The Royal College of 
Obstetricians and Gynaecologists strikes 
a cautious note. While describing the 
idea as revolutionary in British medicine, 
it is of opinion that health centres might 
be established in limited numbers as an 
experiment in carefully chosen areas. 
The Society of Medical Officers of Health 
agrees with the establishment of health 
centres, which it thinks should be pro- 
vided and maintained by the local 
‘authority for both the preventive and 
curative sides of medicine. The whole- 
time staffing of such centres, however, 
can only be brought about gradually. In 
the transitional period the Society sug- 
gests that each local authority, after con- 
sultation with the local medical profes- 
sion, should determine the methods of 
staffing most appropriate, 

Question 4.—On the further question 
whether the provision of a medical service 
should be made by the Government for 
the whole community or for part of it 
only, it will be recalled that the Repre- 
sentative Body “went the whole hog” 
by the narrowest of majorities. On the 
other hand, the Annual Panel Conference 
expressed the view that the provision 
should be made only for persons com- 
pulsorily insured under the National 
Health Insurance Acts, with the depen- 
dants of such persons, and others of like 
economic status. The Royal Colleges of 
Physicians of London and of Edinburgh 
and the Royal Faculty at Glasgow favour 
provision for that section of the com- 


munity within the income limit generally - 


of National Health Insurance, and the 
Royal College of Obstetricians and 
Gynaecologists is of opinion that pro- 
vision should be made for only a part of 
the community, but it is not prepared 
itself to draw the dividing line. The 
Medical Women’s Federation reports 
much difference of opinion. The Faculty 
of Radiologists submits that the health 
services should be available to the whole 
community, but that any patient should 
be able at his own expense to employ 
the services of any doctor whose con- 
tractual obligations do not prevent him 
from rendering them. The contract under 
which practitioners work, the Faculty 
thinks, should be such that as many as 
possible are allowed to undertake private 


practice. The view of the Society of 
Medical Officers of Health is that all 
health services—hospital, medical, and 
allied—should be available to every 
member of the community without 
charge, with a chief medical officer in 
executive responsibility in each local 
government area. The services should be 
available to all who ask for them, and, 
within the organization provided, there 
should be maximum freedom of choice. 


Central and Local Administration 


Question 5.—A_ whole-time salaried 
Government medical service as the basis 
for the co-ordination and integration of 
health services was decisively rejected by 
the Annual Representative Meeting, and 
it has been turned down directly or by 
implication by most of the constituent 
bodies. The Society of Medical Officers 
of Health rejects a capitation or part- 
time salary basis in favour of a whole- 
time salary basis, which in its view has 
the dual advantages of administrative 
efficiency and the elimination of undesir- 
able competition for patients, the con- 
ditions of all types of medical service to 
be determined by a suitable national 
body. The Socialist Medical Association, 
one of whdse most able leaders is a 
member of the Commission, advocates 
that doctors and all other health workers 
should be employed as whole-time officers 
of an area council and appointed to the 
service of the area. A national salary 
and pension scheme would be instituted. 
The plan of proceeding by extension to 
dependants and others of the type of 
medical benefit available under National 
Health Insurance, but enlarged in scope, 
and making this the basis of the national 
health services does not appear to be 
favoured, unless a comment by the Royal 
College of Surgeons that medical services 
for the country should be built on 
existing foundations is taken as an 
eridorsement. 

Question 6.—Most of the bodies sup- 
port, with certain modifications, the plan 
set out roughly in the interim report. 
This involves changes in central and local 
machinery, the setting up of medical ad- 
visory councils, the establishment of 
health centres where general medical 
work would be concentrated, the region- 
alization and unification of hospitals, 
the appointment of practitioners to a 
national service, presumably on a part- 
time salaried basis (with a variable ele- 
ment), compensation for loss of capital 
in a practice, and a gradual end to the 
buying and selling of practices. 

The Representative Body preferred the 
central administrative machinery to take 
the form of a corporate body, as distinct 
from a Government Department in the 
usual sense, and referred the matter back 
to the Commission for further explora- 
tion. The Royal College of Physicians 
envisages a central body, predominantly 
medical in its composition, with executive 
and advisory functions, and established 
on a statutory basis. This would form 
a channel of communication between the 
Minister and the organized bodies of the 
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profession. Local bodies might be set up 
after the same pattern. The Royal 
College of Surgeons holds that all health 
services should be directly under a single 
Minister, to whom a central medical ad- 
visory committee would have direct and 
regular access. The College has also 


certain specific proposals for local ad- 


ministration. The arrangement favoured 
for Scotland by the Royal College of 
Physicians of Edinburgh is a central 
medical authority under the Secretary of 
State with a pre ominantly medical com- 
mittee to assist him, and, so far as local 
machinery is concerned, a council for 
each of the 5 regions into which Scotland 
should be divided. The Royal Faculty 
also favours regional governing boards 
constituted on an ad hoc basis. . 

The view of the Society of Medical 
Officers of Health is that the medical and 
health functions now distributed among 
several Government Departments should 
be brought together under one central 
Department, with health as its sole func- 
tion and a Cabinet Minister as its 
responsible head, and that in local govern- 
ment areas, which should be enlarged to 
a suitable size, there should be a single 
authority for health purposes. 


Hospitals and Consultants 


On the subject of hospitals, their uni- 
fication under a regional body is favoured 
by most of the councils or committees 
which have replied on the subject. The 
Representative Body urged the provision 
of beds for patients requiring nursing and 
medical attendance within the competence 
of the general practitioner, but not 
specialist investigation or treatment, such 
beds to be in the effective charge of the 
patient’s own medical attendant. The 
Royal College of Physicians makes a 
number of recommendations: medical 
committees for all hospitals ; methods of 
admission, except to teaching hospitals, 
to be co-ordinated ; selection’ of senior 
staff by appointments boards with ex- 
ternal assessors ; adequate remuneration 
for all members of hospital staffs. The 
Royal College of Surgeons declares for 
the preservation of the voluntary hospital 
system, but would deny to patients with 
incomes above a certain limit admission 
to public wards. 

All hospitals, voluntary and municipal, 
should be available for all members of 
the community on similar terms and con- 
ditions, according to the Society of Medi- 
cal Officers of Health, and municipal 
hospitals should be included as teaching 
hospitals. . 

The Royal College of Physicians of 
Edinburgh also makes a series of recom- 
mendations: clinical posts in hospitals to 
carry salary and status no less than 
administrative posts; payment to mem- 
bers of medical staffs for services to 
persons coming in under the new scheme ; 
appointment of members of medical staffs 
(other than to junior posts) by the 
regional authority on the advice of an 
appointments panel ; all hospitals to be 
made available for the training of under- 
graduates. The Royal Faculty would give 
power to the regional boards to provide 
adequate accommodation for all cases 
requiring hospital treatment as well as 
diagnostic facilities for out-patients, to 
control the general finance of hospitals, 
and to co-operate in undergraduate and 
postgraduate teaching. Admission to 


hospitals and payment by patients for 
services rendered should be on a uniform 
basis throughout the region. 

On the question of consultants. natur- 
ally, the Royal Colleges and Corpora- 


tions have a good deal to say. The° 


‘Royal College of Physicians would place 
‘consultants in three categories: whole- 
time with no private-practice ; whole-time 
with private practice in hospital only ; 
part-time practice and part-time service 
in hospital. All these bodies are of 
opinion that the Royal Colleges might 
most suitably approve in some form or 
other the recognition of consultants and 
set up standards for consultant status, as 
well as conditions of service. The Royal 
College of Surgeons holds that sp¢cialists 
of consultant status should be more 


“widely distributed, subject to adequate 


concentration in universities 'and other 
large centres. 

The appointment of practitioners to the 
national service was the subject of 
several resolutions by the Representative 


Body, as, for instance, that all registered . 


medical men and women should have a 
right to take part, that the conditions of 
service for men and women should be the 
same, together with a resolution affirming 
that satisfactory conditions of service 
were a necessary preliminary to accept- 
ance of the scheme. The Medical 
Women’s Federation believes that every 
practitioner should be eligible for ap- 
pointment to the national service, and 
that there should be option so far as 
possible between whole-time and part- 
time service. Medical women should be 
given professional equality with men as 
regards opportunities, status, and re- 
muneration, ali appointments should be 
made with due regard to qualifications 
and efficiency, and there should be no 
discrimination merely on the grounds of 
sex or marriage. If the project of con- 
sidering the family as a unii means that 
the same doctor must attend the whole 
family, the Federation disagrees. 

The proposals relating to remuneration 
both of general practitioners and of con- 
sultants were referred back to the Com- 
mission by the Representative Body. Only 
two of the other bodies so far have 
mentioned the remuneration of general 
practitioners, and both of them—the 
Royal College of Physicians of Edinburgh 
and the Medical Women’s Federation— 
approve the proposals in the report— 
namely, a part-time salaried basis, with 
some variation in. proportion to the 
number of persons choosing a_practi- 
tioner, also provision of pensions on 
retirement and provision for dependants 
on death of the practitioner. 


Interim Changes 


Question 7.—On the proposals for 
immediate post-war application, sup- 
posing the full adoption of the plan to 
be long delayed, all the bodies replying 
on the point approve some _ interim 
changes, with the exception of the 
Faculty of Radiologists, which considers 
that such changes would delay the adop- 
tion of the final scheme. The Repre- 
sentative Body was anxious that any 
interim changes should be so designed 
as to fit into the larger plan. The view 
of the Socialist Medical Association is 
that the Commission is unduly pessi- 
mistic in anticipating a long delay in 
initiating medical reform. Nevertheless, 
it calls for certain measures as of primary 
urgency—namely, the reconstruction of 
the Ministry of Health, to which should 
be transferred the civilian medical ser- 
vices in all their aspects ; the reorganiza- 
tion of the Emergency Medical Service as 
a national service available to the whole 
population, without regard to local 
authority boundaries; co-ordination of 
hospitals ; initiation of emergency domi- 


‘cal contacts such as he has been enjoy- 


‘the G.P. is equipped when he leaves his 


‘ ciliary service as a means of organizi 
the work of general practitioners who 
remain in civil practice; direction of 
doctors into industrial medicine, and the 
encouragement of the supply of a greater 
number of doctors by a system of medica| 
scholarships. 

The two-way extension of Nationa} 
Health Insurance (to include dependants 
and others of like status, and to bring in 
consultant and specialist services) js 
approved by the Royal Colleges of 
Physicians of London and Edinburgh and 
by the Royal Faculty. The Medical 
Women’s kederation feels that there 
should be no change in this respect while 
so many members of the profession are 
absent on service. The Representative 
Body passed no resolution on the subject, 
but the Panel Conference declared in 
favour of it. Other interim changes ap- 
proved by all the bodies replying on this 
question included the setting up of 
regional hospital councils with executive 
or advisory functions and the establish- 
ment of experimental co-operative prac- 
tice on voluntary lines. 

The memoranda of the several of the 
bodies quoted, notably the statement of 
the Society of Medical Officers of Health, 
include many proposals and suggestions 
not strictly coming within the ambit of 
the seven questions, which will offer 
material for later comment. 


A SCHEME FOR DIAGNOSTIC 
AND KEY HOSPITALS 
BY 
E. C. ATKINSON, M.B., B.S. 


It would seem obvious that the build- 
ing up of a more effective and efficient 
medical service for the future must start 
by improving the working conditions, the 
skill, and the status of the G.P. A State- 
controlled scheme in which the G.Ps 
exchange their practices for steady posi- 
tions in health centres but suffer diminu- 
tion of initiative, bureaucratic direction, 


and have no promise of materially better ! 


clinical opportunities, cannot improve 
their usefulness to thé community. 

The whole problem of increasing the 
efficiency of our medical service through 
the agency of the G.P. depends upon 
maintaining the standard of education 
and professional knowledge with which 


teaching hospital and house appoint- 
ments. This can only be done by afford- 
ing him clinical opportunities and medi- 


ing, but for the rest of his medical life. 
I say “maintained” becausé the scien- 
tific and clinical knowledge with which 
a newly qualified doctor leaves his house 
appointments should be _ sufficient for 
skilful conduct of general practice, pro- 
vided he is given the opportunities to 
practise what he has learned. At present 
much of his learning becomes valueless 
through sheer lack of opportunity to 
exercise it. The existing system converts 
the majority of G.P.s into medical clerks, 
ushers, mere shop-walkers in specialists’ 
stores. Unless the patient presents any 4 


but the simplest symptoms. he is con- 
veyed to a specialist department, left at / 


the precincts, and not seen again until 
discharged. 

What chance does this afford the G.P. 
of keeping un to date, or even of retain- 
ing the skill which he possessed on 
qualifving? His efforts to treat a num- 
ber of his remaining patients are often 
SO over-assisted by the public health 
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organizations that he loses sight of what 
Jittie interesting clinical material remains. 
Small’ wonder that alter a tme his 
diagnostic and therapeuuc senses atrophy 
from disuse. Small wonder that special- 
ists begin to doubt whether it is safe for 
him to pass a soft ruober catheter to 
relieve acute retenuuon (vide recent cor- 
respondence in the Journal). And yet 
this is the man who, upon graduation, 
was patted on the back by the doyens 
of the profession, eulogized, and toid: 
“Now you are a fully qualified medical 
practitioner; go into the world and 
prosper; you are the backbone of the 
profession.” 

All this is known, deplored, but left 
unremedied. Nor does the remedy seem 
to be forthcoming in the suggested plans 
of the interim report, as the limitation 
of G.P.s to health clinics with increased 


facilities for treatment of minor condi- 


tions still restrains them from instructive 
contact with interesting clinical material, 
which will go to key hospitals under 
exclusive specialist staffing and’ control. 


Hospital Practice for the G.P. 


The skeleton scheme suggested below 
of diagnosuc and key hospitals would 
introduce all G.P.s into a hospital service 
providing them with the correct clinical 
material for postgraduate education with- 
out lowering the efficiency of that ser- 
vice. In many ways it is a cumbersome 
scheme, but that it is practicable and 
worthy of consideration is shown by the 
successful running in my district of a 
small hospital having many of the 


features of one of the hospital units 


described below. The scheme would 
work with but little difference in town 
or country. In country districts there 
would be a key hospital centrally situated, 
with the existing local hospitals as diag- 


nostic units; in towns of large size it 


would sometimes be necessary to divide 
one big hospital into key and diagnostic 
sections. 

Key Hospital—This would be large 
and similar to the existing voluntary 
hospitals, staffed by specialists, and 
having all the usual departments and 
facilities. There would be house officers 
and a nurses’ teaining school. Except in 
the case of teaching hospitals, patients 
would be admitted only on the written 
request of a doctor or upon transfer from 
a diagnostic hospital. There would be 
a far smaller out-patient department 
than usual, and out-patients would only 
attend for follow-up clinics and examina- 
tion by special departments. None of the 
staff would engage in general practice. 


Diagnostic Hospital 

This would be a ‘smaller institution 
altogether, with 100 or fewer beds 
according to the district. It would have 
public and private wards. There would 
be an x-ray diagnostic unit run by a 
radiographer, with a visiting radiologist, 
and a pathological unit in the charge of 
a technician directed by a visiting patho- 
logist. Massage and electrotherapeutic 
units would be available for all patients, 
and. in industrial areas, there would be 
rehabilitation departments. Visiting con- 
sultants. who were junior members of 
the consulting staffs of the key hospitals, 
would attend regularly and constitute a 
supervising and advisory service to the 
hosnital. 

All the general practitioners inthe 
district would be on the staff. They 
would admit their cases direct from their 
own practices. They would order all 


‘senior medical officer. 


diagnostic procedures, without obtaining 
the leave of consultants, and when the 
diagnosis was complete the patient 
would be examined by the visiting con- 
sultant of the G.P.’s choice and the 
G.P. together. The consultant would 
advise, and if he agreed with the 
diagnosis would initial the case sheet, so 
that the patient would be (1) discharged, 
(2) transferred to a key hospital, or (3) 
retained at the diagnostic hospital for 
treatment. Surgical patients retained at 
the diagnostic hospital would receive 
treatment from the consultant, or from 
the G.P. if he had a surgical inclination. 
The amount of work deputed by the 
consultant to the G.P. would depend on 
the latter’s ability. In medical cases the 


patient would be treated by the G-P.. 


upon a plan agreed between him and 
the consultant and subject to a weekly 
review by the latter. Private patients 


.would be solely in the G.P.’s care, and 


—- would see them by invitation 
only. 

The diagnostic hospital would in some 
instances receive back convalescent cases 
from the key hospitals to come under the 
care of the G.P.s who sent them. There 
would be an R.M.O. or senior student 
attached, who would carry out such 
duties as were allotted to him by the 
Every year the 
G.P.s would select by voting one of their 
number to act as senior medical officer, 
who. would direct the hospital policy, 
arrange the duties of the G.P.s, and act 
as superintendent. He would deputize 
for the consultant in his absence. The 
hospital would be run by a medical com- 
mittee of the G.P.s. 

The x-ray and pathological services 
would be available to the patients of 
the G.P. as out-patients, except for major 
procedures. Out-patients would not have 
to be seen by the consultant unless 
specially requested. For practical pur- 
poses the G.P.s’ surgeries would be the 
out-patient department of the diagnostic 
hospital. Emergencies would be admitted 
to the diagnostic or key hospital direct 
according to the decision of the G.P. 
Practitioners not wishing to investigate 
their patients personally could admit 
them to the key hospital, or under the 
care of the R.M.O. at the diagnostic 
hospital. There could be frequent 
clinical meetings and demonstrations. 
G.P.s would be encouraged to develop 
specialties, and to act as clinical assistants 
at the key hospitals, to which they would 
always have admittance so that they 
might observe the progress of their 

atients. Those taking higher degrees 
would qualify for consideration for the 
junior consultant posts. Election to 
consultant position would be made by 
representatives of both key and diag- 


“nostic hospitals. 


General Matters and Finance 


All persons whose incomes qualified 
them for N.H.I. benefits would be ad- 
mitted to the hospitals and to any out- 
patient treatment or investigation free of 
charge. Those with higher incomes 
would go into the private wards, and the 
total amount they would pay to hospital, 
consultant, and G.P. would be assessed 
by a committee investigating each’ case 
separatelv. All hospitals would be 
answerable to the State for their policies ; 
they would be managed by their own 
committees otherwise. 

Grants would be made by the Ministry 
of Health. which would draw funds from 
local taxation and the numerous societies 
into which insured persons pay their 


subscriptions. All consultants would be 
remunerated adequately for their hospital 
work, the salaries of the junior ones 


being sufficient to make them independent _ 


of Private practice. G.P.s would be paid 
for their hospital services on the basis 
of the number of beds their patients 
occupied during the year. They would 
have their panels as before, health in- 
surance having been extended to families 
of insured persons. They would be 
allowed private practice. The formation 
of central surgeries would be encouraged 
where the services, for example, of a 
nurse, dispenser, and secretary for medi- 
cal notes could be shared, also certain 
equipment. G.P.s would draw the 
greater part of their remuneration from 
hospital and N.H.L. services. 

Teaching hospitals would draw their 
patients from diagnostic hospitals, from 
G.P.s sending their patients direct, and 
from their own out-patient departments, 
which, for the benefit of students, would 
be run on a larger scale than in the key 
hospitals.. 


An Example in Cornwall 


St. Michael’s Hospital, Hayle, Corn- 
wall, embodies many of the features of 
a diagnostic hospital with treatment 
facilities as already described. It contains 
just over 70 beds, and serves the districts 
of Hayle, Lelant, and St. Ives, and a large 
rural area ; in all about 15,000 or more 
inhabitants in peacetime. There are 25 
beds for males and 32 for females and 
15 private rooms. There is a good 
diagnostic x-ray unit capable of all 
usual investigations. There is a modern; 
well-equipped massage and electrothera- 
peutic department providing short-wave 
diathermy, ionization, electric vapour 
baths, etc. The theatre is small, but well 
provided with all the apparatus found 
in a general hospital; there is a good 
sterilizing room. Pathological material is 
sent to the county pathologist, who 
charges a reduced fee. 

The hospital is run and maintained by 
the lay and nursing Sisterhood of the 
Daughters of the Cross. Those not em- 
ployed in nursing run the kitchen and 
laundry. One sister is a qualified doctor 
and acts as R.M.O., radiologist, and 
gives most of the anaesthetics. 
certain G.P.s are on the permanent staff, 
any practitioner in the district can admit 
his patients, and either treat them him- 
self or place them under the care of 
another doctor. As 4 of the active staff 
of whom 3 are G.P.s, are Fellows of 
the Royal College of Surgeons there is 
no lack of specialist help. There is a 
visiting E.N.T. surgeon and a dental 
surgeon. A GP. is at liberty to call in 
any specialist help that he _ considers 
desirable. There is a great spirit of co- 
Operation among the members of the 
staff, and a complete absence of rivalry. 
Beds are allotted to patients and not to 
doctors. The Sister Superior is matron 
and controls the hospital. The ward 
sisters are all well qualified and the nurs- 
ing is of a high standard. There is now 
a preliminary training school for nurses 
and no shortage of a gdod type of pro- 
bationer. The nurses experience no 
difficulty in catering for the peculiarities 
of the several visiting doctors, and there 
appears to be no disadvantage in having 
—_ than the usua] number of medical 
Staff. 

All the hospital’s facilities are avail- 
able to out-patients, but there is no out- 
patient department as such. All persons 
are admitted on their doctors’ recom- 
mendations. There is no income limit, 
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CORRESPONDENCE 


SUPPLEMENT To THe 
SH MEDICAL JOURNAL 


means test, or exhaustive inquiry by 
almoners. The word of the patient is 
accepted by the matron, and if the 
patient belongs to the H.S.A. the charges 
are covered, otherwise the charge is 2 
gns., or as much of that as the patient 
can afford, or nothing. The private 
rooms are from 3 gns. to 5 gns. 

The hospital has a rapid turnover of 
acute work. It has a very good reputa- 
tion locally, and few people living in the 
district seek admission elsewhere, even 
for major procedures. The ready access 
to specialist help is a great attraction, and 
the knowledge that their G.P. will look 
after their immediate interests gives the 
patients confidence and banishes objec- 
tion to the strange atmosphere of 
hospital. Through patients’ gifts, pay- 
ments, and allowances, the hospital is 
self-supporting and there is no existing 
debt. 

To reproduce this hospital with addi- 
tional improvements and alterations to 
bring it into line with the diagnostic 
hospitals would need State help at first. 
A lot would depend on the nursing staff, 
and the matron would have to be a very 
efficient and tactful woman, not only 
with administrative powers over the nurs- 
ing staff, but vested with authority to act 
as hospital secretary and controller as at 
Hayle. Modifications would have to be 
introduced according to the locality, as, 
for example, special clinics in industrial 
areas for industrial injuries. As regards 
midwifery, each diagnostic hospital might 
have a small ward for straightforward 
cases where mothers who had no home 
facilities could be looked after by their 
own doctors under specialist supervision. 
Special hospitals — e.g., | ophthalmic, 
E.N.T., and orthopaedic—might continue 
as they do now, but with much smaller 
out-patient departments and clinics ; the 
routine procedure carried out at the 
clinics could be done by the G.P. at 
home. Public health organizations might 
assist in the administration of the hospital 
scheme, and their purely clinical person- 
nel employed in preventive medicine. 
The child welfare, midwifery, and ante- 
natal work could be undertaken by a rota 
of G-P.s at the diagnostic hospitals. 

The three great advantages would be 
early diagnosis, better working conditions 
for the G.P., and greater readiness on the 
part of patients to enter hospital. 


Correspondence 


| 


Free Choice of Doctor and Certification 

Sir.—In the Supplement of Dec. 26 
(p. 79) is an article by Dr. Buckley Sharp 
which seems to ask for criticism and 
challenge. It contains a number of asser- 
tions purporting to be statements of fact 
which are actually no more than the 
expressions of Dr. Buckley Sharp’s 
opinion. He states: “ Whenever a service 
is taken over, organized, and paid for 
by society as a whole (the State) the 
individuals lose their power to choose.” 
This is surely not true. What the indi- 
vidual’ has lost is his power not to 
contribute. He is not under any compul- 
sion to accept the service as ordered— 
e.g., he is still free to choose where his 
child shall go to school and may still be 
free to choose his doctor. 

Then again: “The professional attri- 
butes most likely to lead to wide 
patronage and thus prosperity are an air 
of omniscience combined with a certain 
dogmatism, a sympathetic attitude to the 


patient and his complaints, and last, but 
not least, an uncritical readiness to issue 
certificates for the patient’s material 
benefit.” This is certainly not true. The 
doctor with a sympathetic attitude to the 


patient and his complaints, who knows. 


his work, is easily able to be prosperous 
without either omniscience or dogmatism, 
and certainly without an uncritical readi- 
ness to issue certificates, etc. 

Or yet again: “ Hence the Workmen’s 
Compensation Act has gained its title as 
a failed social experiment”; this is 
surely not more than Dr. Buckley Sharp’s 
opinion. 

Whether free choice, as we know it, 
will be a feature of the medical services 
of the future is and must be a matter 
for the public to decide. Doctors, after 
all, are much less interested in this than 
are the patients. 

The main argument of Dr. Buckley 
Sharp’s article on certification seems to 
rest on the assumption that the standard 
of honesty (or dishonesty) of the public 
and of the medical profession is such that 
neither together nor separately are they to 
be trusted to work a measure of greater 
social security. This, in my view, with a 
long experience of people and practice, is 
a false assumption. I suggest that the 
standard of honesty of the public and 
of the doctors is probably much the same. 
Experience tells me that for every person 
who would extend his period of in- 
capacity improperly there are several 
who go back to work before they are 
really well. From this there emerges a 
standard of average honesty of both 
patients and doctors on which the success 
of any scheme of social security must 
depend. I have heard it stated that if 
every sick person drawing sickness benefit 
took one extra day ot his benefit the 
scheme of National Health Insurance 
would become bankrupt. It is still very 
solvent. 

In the social security scheme of Sir 
William Beveridge, when calculating the 
financial side, provision will require to be 
made for longer convalescence after ill- 
ness. If the higher standard of health 
(“ positive health”) it envisages is to be 
attained no one must be allowed to return 
to work until health is properly restored. 
I suggest that anything up to a week may 
have to be added to the present experi- 
ence of the average length of incapacity. 
___It is obvious that there is never in any 
illness an exact moment at -which a 
atient is not fit to work and the next 
in which he is fit. It is a problem 
depending upon a number of factors 
beside the actual mental or physical con- 
dition of the patient, such as the nature 
of the work, the hours of. work, distances 
to be travelled, etc. This has to be 


decided by the doctor and patient in A 


honest agreement. Personally I am satis- 
fied that the certification of incapacity 
can best be done by the patient’s doctor 
as it is to-day. Dr. Buckley Sharp’s 
fantastic suggestion that a second set of 
doctors—“ certification doctors ”—should 
be set up to examine the patient and to 
issue certificates of incapacity, following, 
I presume, the “ treatment doctor ” from 
house to house, is surely not meant 
seriously. Unfortunately it is always 
necessary to provide against dishonesty. 


—I am, etc., 
Birmingham. H. Guy Daw. 


The Ministry of Health has decided to 
same J. Coghlan from 
e medical list of. ingston- -Hull 
Insurancé Committee as from Dec. 8, 1942. 


REQUISITIONING OF CARS AND TYRES 
In connexion with the recent census of 
laid-up cars, the B.M.A. has made the 
strongest representations to the Ministry of 
War Transport and the Ministry of , Supply 
on the importance of doctors being allowed 
to retain their spare cars (with tyres) for 
emergency use and of doctors in the Services 
having a car (with tyres) available when they 
return to civil practice. The Ministry of 
War Transport has stated that if and when 
it is found necessary in the national interest 
to requisition laid-up cars from private 
owners, the Association’s representations will 
be kept in mind. Neither they nor the 
Ministry of Supply can give an assurance 
that in no circumstances will it be necessary 
to requisition cars or tyres belonging to 
doctors, but in no case will such cars or tyres 
be taken without the owner being notified 
and given an opportunity of appealing. The 
authorities concerned have been left in no 
doubt as to the serious consequences, 
especially in present circumstances, of a 
doctor being immobilized. Doctors are of 
course permitted, if they so desire, to keep 
two cars regularly in use, arranging for part 
of their petrol allowance to be allocated to 
the spare vehicle. This is the only method 
by which immunity from the risk of the 
second car (or its tyres) being requisitioned 
can be secured. 


BRITISH MEDICAL ASSOCIATION 
CORRECTION TO MINUTES OF A.R.M. 
Attention is drawn to an error in the 
Minutes of the Annual Representative 
Meeting issued to members of the Represen- 
tative Body. The motion proposed by 
Bradford (Minute 173) is stated to have been 
withdrawn. The motion was carried, as 
was correctly reported in the Supplement. 


Diary of Central Meetings 


JANUARY 
7. Thurs. Journal Board, 1.45 p.m. 


FEBRUARY 
3. Wed. Council, 10 a.m. (change of date). 


Branch and Division Meetings to be Held 
WEstT SUFFOLK Dtvision.--At County Insurance 


Committee Office, Angel Hill, Bury St. Edmunds, 
Tues., Jan. 5, 3.15 p.m. Election of officers, etc. 


WEEKLY POSTGRADUATE DIARY. 
BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane 
Road, W.—Daily, 10 a.m. to 4 p.m., Medical 
Clinics, Surgical Clinics and Operations, Obstetric 
and Gynaecological Clinics and Operations. 


' Daily, 1.30 p.m., Post-mortems. Mon., Course on’ 


Recent Advances in the Medica] Aspects’ of Was, 
Injaries begins; 2 p.m., Ear, Nose, and Throat 
Clinic. Tues., 10 a.m., Paediatric Clinic : 11 a.m.. 
Gynaecological Clinic; 2 pm., Genito-urinary 
Clinic. Wed., 11.30 a.m., Medical Conference. 
Thurs., 2 p.m., Dermatological Clinic ; 2.15 p.m.. 
X-ray Demonstration on the Oesophagus by Dr. 

' E. J. E. Topham. Fri., 12.15 p.m., Surgical 
Conference ; 2 p.m., Gynaecological Conference ; 
2 p.m., Sterility Clinic. 


DIARY OF SOCIETIES & LECTURES 

RoyaL Society OF MEDICINE.—Wed., 2.30 p.m. 
Section of History of Medicine; 2.30 p.m. 
Section of Surgery. 

RoyaL NATIONAL THROAT, NOSE AND Ear 
Gray’s Inn Road, W.C.—Fri., 4 p.m. Mr. S. A. 
Beards: Petrositis. 


BIRTHS, MARRIAGES, & DEATHS 
BIRTH 
ParFit.—On Dec. 11, 1942, at the Union University. 
Chentgu, West China, to Jessie (née Browne), 
M.D., and Norman Parfit, B.M., B.Ch., D.P.H., 
a@ son. 


. Gear mother of Mary Park. 
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DEATHS wo! 
Gtss.—On Dec. 14, 1942, at 294, Great Western wo! 
Road, Aberdeen, George Gibb, M.A., M.B., 
ess C.M., aged 81 years. for 
Hunter.—On Dec. 22. 1942, at Nottingham, Dr. me} 
David Hunter, M.A.. M.B., B.Ch., aged 72. 
: ParK.—On Dec. 18. 1942, at the Rookery, Birkdale. tun 
Susannah Openshaw Park, dearly beloved wife of exit 
the late Richard Lister Park, L.R.C.P.&S., and affe 


